Professor Harold Ellis (Westminster Hospital, London) said he wondered whether physicians had sufficiently documented the natural history of untreated angina pectoris and coronary arterial disease. Only when this had been done could it be assessed whether surgery significantly altered the prognosis.
Dr D M Krikler (Prince of Wales's General Hospital, London) said that vein bypass was sometimes supplemented with a Vineberg procedure. If the problem in Case 2 was due to peripheral coronary artery disease, did Mr Ross think arterial implantation into the ischemic area might be considered?
Mr Donald Ross said that there was still a case to be made out for the Vineberg procedure, which could clearly bring an extra cardiac source of blood into the myocardium and was by no means necessarily superseded by saphenous grafting procedures. Naturally a graft had advantages in providing a blood supply immediately but was dependent upon having a good peripheral run-off. Where this was not available and there was an ischemic area with low perfusion pressure, then in suitably chosen cases a Vineberg type of implant still offered the best prospect of implementing the coronary blood supply.
Dr Smithen said that the history of coronary artery disease during the past thirty years was full of surgical innovations and techniques designed to help and indeed cure patients. These surgical treatments were usually introduced with a good deal of enthusiasm, unfortunately were found to be unsuccessful, and then were withdrawn without any statement from their initial proponents. The operation of saphenous vein bypass grafting, however, was based on the successful use of this technique to treat peripheral vascular disease and on the observation that coronary artery disease was often localized and usually involved the proximal part of the artery. There was cautious optimism about this procedure for the treatment of intractable angina and in certain emergencies, but only objective evidence of anatomical, functional and h2emodynamic improvement, as shown in Case 1, would allow accurate assessment of the merits of this technique. Although it was hoped that surgeons would alleviate some of the symptoms of coronary artery disease, the prevention and cure of this very common problem would undoubtedly come from the work of molecular biologists and cellular physiologists.
Dr Lawson McDonald emphasized that the patient in Case 1 was dying with 'cardiogenic shock' at the time of operation, thereby illustrating the physiological significance of coronary venous bypass. Thus, apart from the relief of resistant angina pectoris, this operation appeared to offer an important advance in the treatment of a condition which had so far proved very resistant to treatment.
Dr C M Oakley (Royal Postgraduate Medical School, London) congratulated all concerned in the management of Case 1. Infarction and death had been averted after coronary occlusion but before irreversible demise of the myocardial cell. This was a dramatic advance but its application posed an appalling logistic problem because of the vast numbers of potentially treatable patients there must be.
Concerning Case 2, the patient with angina, heart failure and normal coronary angiograms, Dr Oakley suggested that the diagnosis was more likely to be heart muscle disease (cardiomyopathy) than ischemic heart disease. Coronary atheroma was a disease of the macroscopically visible vessels, and to bring about left ventricular failure occlusion or critical stenoses of several major branches was required. A normal coronary angiogram meant that the heart failure had some other cause. The patient is a 26-year-old man of Yemenite-Jewish origin. Three years ago he was admitted to hospital with. cardiac infarction which was confirmed by ECG and enzyme studies. He made a complete recovery. Coronary arteriography 20 months after the attack revealed narrowing of the anterior descending and circumflex branches of the left coronary artery, suggesting recanalized thrombosis.
Investigations have revealed normal values for serum lipids, uric acid and plasma insulin, and the glucose tolerance curve was normal. He has consistently been normotensive. There is no evidence of syphilis or of arteritis elsewhere. He was physically active and slim, with no family history of coronary artery disease and had not suffered trauma to the chest; until the attack he smoked 15 cigarettes a day.
Coronary artery disease thus occurred at an early age, in the absence of an underlying metabolic or anatomical abnormality, in an individual who belongs to an ethnic group in which this disorder is uncommon.
[A full report of this case is to be published elsewhere.] (Meeting to be continued) Correction Proceedings September 1971 Volume 64 p 999 In the report on Leiomyosarcoma of the Epididymis the name of the author was misspelt; the case was shown by G F Rushforth MB FRCS (for Professor Harold Ellis FRCS)
